Abstract We report the clinical history of a child affected by Crohn's disease in which uveitis precedes intestinal involvement by years and occurs with the atypical features of anterior chronic inflammation complicated by unilateral optic disc edema, rather than recurrent anterior uveitis with sudden onset which has been more widely reported in inflammatory bowel diseases. The uveitis onset occurred 8 years before symptoms of the primary intestinal disease, while in inflammatory bowel diseases the intestinal inflammation typically precedes ocular symptoms, and ocular inflammation only occasionally precedes inflammatory involvement of the bowel.
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Crohn's disease (CD) is an inflammatory bowel disease. Ocular involvement ranges from 3.5 to 11.8%; episcleritis, scleritis, keratoconjunctivitis and uveitis have been mostly described [1] . Typically the uveitis is a low-grade, acute recurrent non-granulomatous anterior uveitis.
We report the clinical history of a child affected by CD in which uveitis precedes the intestinal involvement by 8 years and occurs with the atypical features of anterior chronic inflammation complicated by unilateral optic disc edema. Several immunological diseases typically characterized by ocular inflammation as juvenile idiopathic arthritis, sarcoidosis, seronegative enteropathic spondyloarthropathies and Behçet's disease have been ruled out in the differential diagnosis.
Case report
A 4-year-old male child was referred to our uveitis service for bilateral ocular hyperemia and pain. At presentation best-corrected visual acuity was 20/40 in the right eye and 20/30 in the left eye. Biomicroscopy revealed bilateral band keratopathy, keratic precipitates, mild anterior chamber flare, posterior synechiae, transparent lens, and vitreous cells 1?. Fundus examination disclosed no pathological alteration in the right eye and optic disc edema in the left eye. The patient underwent laboratory examinations and specialist consultations. A diagnosis of bilateral anterior uveitis complicated by unilateral optic disc edema was made and the child was treated with topical and systemic steroids. During the following months the child experienced skin rash, fever of unclear origin, oral aphthae, erythema nodosum, and knee joint inflammation. Antinuclear antibodies (ANA) were slightly positive. Mild anterior uveitis was controlled by topical steroid therapy. Visual acuity gradually worsened bilaterally due to complicated cataract that was bilaterally removed by pars plana lensectomy with anterior vitrectomy without intraocular lens (IOL) implantation at the age of five in the left eye and at the age of seven in the right eye, achieving complete visual recovery (Fig. 1) .
Signs and symptoms like arthritis, uveitis, ANA positivity, cutaneous lesions and vasculitis, erythema nodosum, oral aphthae, and specialist consultations suggested juvenile idiopathic arthritis and Behçet's disease in the differential diagnosis; sarcoidosis was excluded because of the results of gallium-67 scintigraphy and biochemical analysis like angiotensinconverting enzyme blood test and serum calcium levels.
At the age of 12 (8 years after the appearance of ocular symptoms) the patient experienced fever, abdominal pain, diarrhea, arthralgias and was referred to a gastroenterology unit; the endoscopic evaluation and the histological evidence allowed a definitive diagnosis of CD and azathioprine ? sulfasalazine therapy was recommended (Fig. 2) . The patient is now 15 years old; uveitis has shown only a few relapses of anterior inflammation which responded well to topical treatment. Visual acuity at follow-up is 20/20.
Discussion
Inflammatory bowel diseases are important causes of gastrointestinal pathology in children and adolescents; extraintestinal manifestations in CD are reported to be the first symptoms at presentation in only 10-20% of cases [2] . Bowel inflammation typically precedes ocular symptoms [3] ; however, ocular inflammation occasionally precedes inflammatory involvement of the bowel. Furthermore, 0.56% of all patients with uveitis suffer from inflammatory bowel disease [4] ; uveitis often correlates to arthritis/arthralgias, ankylosing spondylitis and HLA-B27 marker.
In our case, the onset of bilateral anterior uveitis occurred 8 years before symptoms of the primary intestinal disease with typical clinical features of chronic anterior uveitis and insidious onset, rather than recurrent anterior uveitis with sudden onset which has been more widely reported in CD or HLA-B27 and spondyloarthropathy-related uveitis [5] . In our patient the uveitis appeared during the first infancy with typical features associated with chronicity. The clinical findings suggested juvenile idiopathic arthritis and sarcoidosis because of arthralgias, erythema nodosum and ANA positivity. The ocular findings, stomatitis and aphthae suggested Behçet's disease that in infancy assumes atypical characteristics with prevalence of skin, articular and gastrointestinal symptoms, despite vascular and neurological involvement typically observed in adults. In our patient bowel involvement appeared later with typical articular manifestations in previous years. A co-occurrence of CD and uveitis may be also supposed because of the high risk of autoimmune diseases in inflammatory bowel diseases, due to the dysfunctional immune system [6] ; several studies have shown that autoimmune diseases cluster together [7] . In our patient, uveitis and general condition improved after starting conventional therapy for CD; therefore, uveitis is plausibly associated to the intestinal disease.
The insidious onset of pathology in our patient and the appearance of subsequent complications during the follow-up period show the importance of careful monitoring of such patients in order to make an early diagnosis and prescribe adequate treatment. A multidisciplinary team is essential in managing these children. Eye examinations should be a routine component in the follow-up of these patients. We stress the importance of continually monitoring the medical condition of the patients to see if over time all or some can be combined under one diagnosis recalling that uveitis itself is not a static condition.
